BACKGROUND: Cancer is a major health-related stress and demands adequate coping. Patients with head and
Patients with head and neck carcinoma (HNC) often face exhaustive and debilitating treatment as well as physical and functional residual effects such as disfigurement, compromised speech, dry mouth and difficulty in swallowing. Understanding how patients cope with these challenges is important in comprehensive care of patients with HNC. A preference of coping strategies is an acquired style, which can be influenced by exposure to the stress of cancer. [1] From the earlier studies, it can be understood that during the course of cancer diagnosis and treatment, HNC patients usually adopt a wide range of coping strategies that can be broadly classified as problem-or emotion-oriented. [2] Problem-oriented coping (POC) aims to make direct changes in the environment so that the situation can be dealt with more effectively. Emotion-oriented coping (EOC) seeks to make the person feel better by reducing the emotional distress felt.
POC leads to better adjustment and thereby improve Quality of life (QOL) of cancer patients. [3] EOC, on the other hand, is associated with higher anxiety and depression and a worse QOL. [4] [5] [6] [7] Teaching coping strategies for head and neck cancer patients improves physical and social functioning and global QOL and reduces fatigue, sleep disturbances and depressive symptoms. [6] Commonest concerns identified among the HNC patients were about the future, subjective physical evaluation, finances, being upset, communication, current illness and inability to do things. The commonest coping mechanisms used were helplessness and fatalism. These ineffective EOC mechanisms lead to incomplete resolution of these concerns. [3] A study by List revealed that social-support-seeking behavior represents the greatest proportion of the total coping effort. The use of avoidant coping, both cognitive and behavioral escape, was associated with poorer overall QOL. [8] A study on nasopharyngeal cancer patients reported that positive EOC styles were positively correlated to QOL and negative EOC correlated negatively. [9] In contrast to other studies, POC styles were not statistically correlated to QOL among patients in this study. [9] A study by Relic revealed that family support could boost coping ability by resorting to POC. Deficits in support were associated with a low overall QOL. [10] Understanding how patients cope with these challenges is important in the comprehensive care of patients with cancer. If the coping preferences and variables that affect the coping styles were identified, it would be useful in the rehabilitation process and to design appropriate intervention strategies. The present study was undertaken to assess and evaluate the coping preference of head and neck cancer patients, either problem-or emotion-focused, with regard to site of disease, educational status, treatment modalities, period of survival, age and gender. The study was reviewed by the local review board of the Institute and it received the clearance from the ethical committee. Informed consents were obtained from patients.
Methodology
The sample was collected from the Regional cancer centre, Chennai. One hundred and seventy-six head and neck cancer patients who attended the OPD for a period of six months were included. The sample description is given in [ Table 1 ].
Inclusion criteria

�
Only head and neck cancer patients.
Irrespective of demographic variables and biomedical variables, all the patients who attended the OPD for the specific period. 
Exclusion criteria
�
Cancer patients other than head and neck cancer.
Patients who could not respond at all due to poor general condition.
The age ranged from 19 to 87 years. Among 176 patients, 101 were males and 75 were females. Literates and illiterates and treated and untreated patients were included. Survival period ranged from 1 month to 17 years.
Tools used
The questionnaire used for assessing coping preferences was Jalowiec Coping Scale [11] containing 40 items with responses given on a 5-point scale. The 1 -5 stand for: 1 -Never, 2 -Very Rarely, 3 -Sometimes 4 -Very Often, 5 -Always.
The questionnaire had 25 problem-focused items and 15 emotion-focused items. The reliability and validity of the questionnaire is well established with a concurrent validity of r = 0.84. Patients were engaged to fill up the questionnaire. For those without sufficient educational background, the tool was administered and the response for each item was elicited from the patients by the first author.
Statistics used
The data collected from 176 patients were analyzed by using the Statistical Package for Social Science (version 9.0). ANOVA and independent sample 't' test were used.
Results
Analysis of variance test was used initially to find out the differences in POC and EOC in relation to treatment, site, education, survival and age [ Table 2 ]. Among head and neck cancer patients, no salient difference was found in the EOC, irrespective of site of disease, educational status, treatment modalities, period of survival and age. This shows that irrespective of the above-mentioned biomedical and demographic variables, all the cancer patients tend to react emotionally to the disease.
With regard to POC, significant differences were found between treatment modalities, site and education groups at P= 0.04, P<0.01, P<0.01 levels respectively. The period of survival and age were found to be immaterial in coping strategies.
This data was further analysed to find out the differences within the treatment modalities, education and site of disease, where significant differences were found in ANOVA.
Treatment [Table 3]
Patients (M=77.72) undergoing surgery and radiation therapy with surgery (M=80.59) have higher POC than newly diagnosed and terminally ill patients. Compared with newly diagnosed patients and treated patients, palliative care patients scored less in POC. This is because the palliative care patients do not have any hope for a cure. They do not have any other choice and this state of hopelessness might have lessened their preference for POC. Similarly, compared to the treated patients the newly diagnosed patients scored less in POC. This might be due to the emotional distress and trauma felt by the patients immediately after the diagnosis and also because they were still unaware of the treatment possibilities.
Education [Table 4]
It was observed that literates had comparatively high preference for POC than the illiterates. It is also to be observed from the table that the mean scores of POC is increasing with increase in educational status, i.e, illiterates scored 70 on POC, the primary level scored 76, the secondary level 83 and the graduates had the highest POC score -88. This indicates that education can make a difference in the preference of POC. Also, for each educational level, there was a significant difference in the preference for POC.
Site [Table 5]
With respect to site of disease, the larynx cancer patients (M=85.09) were found to have a high POC and less EOC. The patients with cancer of the parotid gland have shown high POC when compared to cheek cancer patients.
Gender
The 't' test was employed to find out the the preference of coping with respect to gender difference [ Table 6 ].
Discussion
The findings of this study endorse the fact that for every patient, irrespective of site, treatment, survival, age and education, cancer has the same significance and that they endure similar emotional trauma. [12] Age and period of survival, however, have shown to be immaterial with respect to the coping strategies. A study by Derks revealed that younger HNC patients used more of POC and older patients used more of EOC. [7] A study by Morton revealed that patients learned to cope well with dysfunction and disability by adjusting their lifestyles so that overall QOL was not related to treatment received. [12] In the present study, a difference was observed between the treated and untreated patients and not within the different treatment modalities. The assurance of a definitive treatment gives confidence to patients and enhances their optimistic orientation and also ability to take control over the situation. [13] Studies show that social support and adequate information about the treatment lead to better coping methods and this enhances the quality of life. [3, 14] Patients treated with radiation therapy and surgery were found to have higher scores on POC strategies. On the contrary, advanced cancer patients preferred more of EOC than POC. Once the disease is beyond the scope of a cure, patients are on symptomatic and supportive treatment. This knowledge itself can heighten their helplessness. Patients who are newly diagnosed and those with advanced disease do not have a definite treatment solution at that given point. This may trigger their insecurity, lack of control and pessimism, which enhance their preferences for more of emotional coping and less of the problem approach. An earlier study with HNC also supports this evidence.
[15]
The result of this study indicated that the site of cancer also influences the way an individual views his capacity to deal with the situation. This is supported by a study that has shown that there were significant differences in the preference of coping among the different sites of cancer. [16] The head and neck region plays a significant role in the outcome. This is not only due to the inherent biological heterogeneity of the tumors concerned but also due to the type of disability it confers in the post-therapy scenario. [17] Organs like tongue and larynx have a significant functional disability, while others like buccal mucosa may contribute more to cosmetic disfigurement when surgery is applied. [19, 20] With respect to emotional-oriented shift, there is a significant difference between cheek vs larynx, thyroid vs larynx and larynx vs other cancers at P<0.01, P =0.03 and P = 0.05 levels respectively. While larynx patients have a high POC, patients suffering from cancer of cheek and other sites have a high EOC.
The larynx patients, at the Cancer Institute, receive focussed supportive care, better rehabilitation methods like speech therapy and social support through interacting with other patients at the laryngectomy welfare association meetings. This aids patient-to-patient care, group therapy, etc. This amount of support and clarity of prognosis can enhance confidence, optimistic orientation and a fighting spirit which makes patients prefer problem solving approaches in dealing with situations. A study by Chaturvedi also supports this result. Compared to laryngeal cancer, those with oral cancer more often had concerns about current illness, subjective evaluation of health, eating and chewing, social interaction, pain and disfigurement. [3] Results also show that educational status has a significant association with coping strategies. It was found that, higher the education, higher the POC.
No difference was observed amongst the patients with different survival periods. Moreover, irrespective of the number of years of survival, the fear of recurrence remains the same. [18] This is evident in a few studies, which suggest that cancer patients are plagued by worry over areas such as risk of recurrence. [19] [20] [21] [22] In conclusion, HNC patients adopt both EOC and POC during the course of the illness. The preferences in the EOC did not differ among the HNC patients with respect to the site, treatment, age, education and survival. The preferences in the POC differed among the patients with different sites, literacy level and treatment. On the other hand, the survival or age did not show any difference on either of the coping preferences. Literates, males and treated patients preferred more of POC compared to other groups.
Limitations
1. This is a single-institutional study. 2. The sample is highly heterogeneous and the sample size in each group is small. 3. A more systematic randomized study can help in identifying the preferences in a better way. 4. The results of the study cannot be generalized to other patients with cancer at other sites. 5. The coping strategy tested here is based on one model. Other coping models need to be explored.
Future directions
�
The coping preferences in relation to QOL need to be studied.
Further examination using a large sample of patients
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�
The impact of the psychological interventions shifting from EOC to POC needs to be studied further.
